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Abstract Maxillofacial presentations in patients with

multiple myeloma are not uncommon, but multiple mye-

loma is often overlooked. Because the symptoms are var-

ious, it is very difficult to diagnose multiple myeloma in

the oral and maxillofacial region. On the basis of the

pathologic and clinical findings, the patient was diagnosed

with multiple myeloma. Hematologic screening and a

radiographic survey further confirmed the diagnosis.
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Introduction

Multiple myeloma is a malignant disease characterized by

multifocal proliferation of atypical plasma cells and, in

most patients, by the presence of monoclonal gamma

globulins and/or their subunits, in the serum often referred

to as ‘‘M’’ or myeloma proteins [1]. The incidence of the

oral lesions in multiple myeloma varies from less than

2–70% [1, 2]. Bruce and Royer [3] and Miller et al. [4]

reported that 20–30% of all cases of multiple myeloma

showed jaw involvement. Epstein et al. [5] reviewed 783

patients in the literature and indicated that approximately

14% of patients had oral manifestations. Oral lesions rarely

occur as the first sign of the disease [6–10]. The common

clinical signs and symptoms of multiple myeloma include

pain in the bone, fatigue, anemia and infectious diseases.

Radiography frequently shows the typical ‘punched-out’

osteolytic lesions [6, 8, 11]. We report a case of multiple

myeloma in the oral cavity presenting as a right sided

maxillary gingival/alveolar mass with hypermobility of the

adjacent teeth.

Case Report

A 52-year-old man presented with a chief complaint of

right sided maxillary gingival/alveolar mass with hyper-

mobility of the adjacent teeth for 10 days. The patient

had undergone extraction of right maxillary 2nd molar

15 days back. Upon intraoral examination, a soft, non

tender, non-ulcerated, non-hemorrhagic tissue mass

(1.5 9 2 9 2 cm) arising from extraction socket of right

maxillary 2nd molar was seen. The lesion was extending

from right 1st maxillary molar to tuberosity region. Right

maxillary first molar had grade 2 mobility (Fig. 1).

Panoramic and PNS radiography showed an osteolytic

lesion in the right posterior maxilla body and haziness of

maxillary sinus.

After the radiographic evaluation, an incisional biopsy

was taken from the right sided maxillary region. The his-

topathological investigation of the specimen revealed

atypical plasma cells with large hyperchromatic nuclei and

large areas of cytoplasm, and some of the cells were

binucleated. Significant mitotic activity was detected in the

tumour cells and there were condensed eosinophilic

aggregations (Russell bodies) between the cells (Fig. 2).

The histopathological diagnosis was plasma cell myeloma
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and the pathologist advised further investigation for mul-

tiple myeloma.

Skeletal radiographic survey of the skull and other bones

revealed multiple ‘punched-out’ osteolytic lesions (Fig. 3).

The urine was negative for Bence-Jones protein.

The patient was referred to an oncologist for further

evaluation and appropriate treatment planning. The final

diagnosis was confirmed multiple myeloma with serum

protein immunoelectrophoresis and bone marrow biopsy.

Bone marrow biopsy showed bone marrow specimens with

nearly 100% cellularity. Especially in one intertrabecular

area, almost all of the cells were comprised of atypical

plasma cells with eccentric nuclei and eosinophilic cyto-

plasms. Mononuclear cells and megakaryocytes were also

seen in the other areas. Immunohistochemical analysis

revealed monoclonal IgG staining with kappa chain

(Fig. 4). Appropriate chemotherapy (melphalan and pred-

nisone) was initiated immediately. One month after the

initial diagnosis patient developed spontaneous femur

fracture and was managed in an orthopedic hospital.

The patient received palliative radiotherapy 5 months after

initial diagnosis because of distant metastasis. Two months

after radiotherapy patient rejected further therapy and died

5 months later, 7 months after the initial diagnosis.

Discussion

Plasma cell myeloma (plasmacytoma) may present as one of

three distinct clinical entities: multiple myeloma, solitary

plasmacytoma of bone, and extramedullary plasmacytoma

[11]. Multiple myeloma is the multifocal disseminated form

and is a malignant neoplastic condition characterized by the

proliferation of a single clone of abnormal plasma cells [5].

Secondary invasion of the skeletal tissue is one of the most

important characteristics of the disease [1]. Myelomatous

infiltrates commonly involve the calvaria and mandible,

pelvis, sternum, clavicle and proximal portions of the

humerus and femur [12]. Multiple myeloma is most com-

mon in patients older than 40 years of age with a peak

incidence rate at 60–70 years [6].

Maxillofacial presentations in patients with multiple

myeloma are not uncommon, but multiple myeloma is

often overlooked. The incidence of the oral lesions in

multiple myeloma varies from less than 2–70% [1, 2].

Bruce and Royer [3] and Miller et al. [4] reported that

20–30% of all cases of multiple myeloma showed jaw

involvement. Epstein et al. [5] reviewed 783 patients in the

literature and indicated that approximately 14% of patients

had oral manifestations. Oral lesions rarely occur as the

first sign of the disease [6–10]. Jaw lesions may be the

primary manifestation of multiple myeloma with an inci-

dence varying from 8 to 15% [3, 13]. Because the symp-

toms are various, it is very difficult to diagnose multiple

myeloma in the oral and maxillofacial region. These

include swelling, mass formation paresthesia of the lower

lip, pain, bleeding and fracture of the jawbone, tooth

Fig. 1 Intraoral picture of myeloma

Fig. 2 Histopathological pictures showing diffusely infiltrating pleomorphic plasma cells

210 J. Maxillofac. Oral Surg. (June 2010) 9(2):209–212

123



mobility and migration, macroglossia and radiolucent

lesions [8, 14, 15]. Paresthesia, radiolucent bony lesions,

pain and swelling are the commonly associated symptoms

with multiple myeloma [1, 11, 14]. Osteolytic lesions are

more frequent in the mandible than in the maxilla, espe-

cially in the posterior teeth region, ramus and condylar

process, presumably because of greater hematopoietic

activity in these areas [5, 11, 16]. In our case, a soft,

non tender, non-ulcerated, non-haemorhagic tissue mass

(1.5 9 2.2 cm) arising from extraction socket of right

maxillary 2nd molar, was seen. Panoramic and PNS radi-

ography showed an osteolytic lesion in the right posterior

maxilla body and haziness of maxillary sinus.

The differential diagnosis of small, multiple, separate,

well-defined radiolucencies includes multiple myeloma,

multiple metastatic lesions and Langerhans’ cell disease.

When multiple punched-out, bony lesions are found in

children, Langerhans’ cell disease and multiple metastatic

lesions are the most likely diagnoses. In adults, multiple

myeloma and metastatic carcinoma are highly probable

when several bones in the skeleton are involved. Many of

the signs and symptoms of these two entities are similar,

and therefore the clinical manifestations are not often

beneficial in helping differentiate between them. Since

multiple myeloma is more common than multiple meta-

static disease, it should appear higher on the differential

diagnosis [17]. Differential diagnosis of multiple myeloma

from multiple metastatic lesions necessitates further clini-

cal and laboratory evaluation, including histopathological

examination [6]. If multiple myeloma is suspected, a

multidisciplinary approach towards the diagnosis should

always be followed. A full blood evaluation with differ-

ential and blood counts, biochemical assessment of renal

function, calcium status, serum protein electrophoresis,

quantification of immunoglobulins, immunoelectrophore-

sis, bone marrow biopsy and aspiration, urine analysis

which includes Immunofixation Electrophoresis (IFE) and

a radiographic skeleton survey should be obtained [12].

Fig. 3 Radiographs revealing

multiple punched-out osteolytic

lesions

Fig. 4 Immunoelectrophoresis of serum protein revealing a mono-

clonal IgG with a chain
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Suspect, asymptomatic, multiple, (and usually relatively

small) radiolucencies in the jaws of an apparently healthy

adult in whom no abnormalities have been disclosed by a

general systemic and radiographic examination most likely

represent multiple, distinct bone marrow defects [17].

Multiple myeloma should be distinguished from solitary

plasmacytoma of bone. The criteria essential for the diag-

nosis of solitary plasmacytoma of bone are that the diag-

nosis should be established by biopsy, the skeletal survey

should eliminate the presence of other foci, findings in

bone marrow biopsy should be negative, there should be no

dysproteinaemia or Bence-Jones proteinuria [18]. In our

case, skeletal radiographic survey of the skull and other

bones showed the presence of multiple oesteolytic lesions

and later, bone marrow biopsy and laboratory examinations

confirmed the diagnosis of multiple myeloma.

Conclusion

Maxillofacial manifestation in patients with multiple

myeloma is not uncommon, but multiple myeloma is often

overlooked. Therefore this disease should be borne in mind

as a differential diagnosis when considering a patient

whose chief complaint is unusual gingival/alveolar mass.
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